Radiographs were strongly suggestive of a malignant tumour as there was destruction of the medial cortex of the shaft (Fig 1) .
Biopsy report (Dr Stewart Smith, Exeter) : 'The tumour is a giant cell tumour of bone (osteoclastoma). I place it in Jaffe's grade III which is the malignant group of giant cell tumours. The stromal cells are plump and some show mitoses.' Therefore, the upper 14 cm of the humerus was resected through an incision similar to that used in Mr Jackson Burrows' case. The tumour was encapsulated and had not invaded the joint.
The proximal end of the shaft of the humerus was then reamed out. The resected right fibula was cut to 16-5 cm. The lower end was trimmed to fit the intramedullary cavity of the humerus and then a Rush pin 25 cm long was passed through the graft in order to give it strength and added stability. The remains of the musculotendinous cuff was sutured around the fibular head and attached to the Rush pin ( Fig 2) .
The patient was at present immobilized in a plaster shoulder spica, but it was hoped that with the reinforcement of the pin it would be possible to commence movements in six weeks.
Sprengel's Shoulder T Glyn Thomas MB FRCS (for G C Lloyd Roberts FRCS) G P, boy, now aged 7 years Admitted in November 1961 for operative correction of a right Sprengel's deformity. The preoperative appearance is shown in Fig 1. Combined abduction was 115 degrees. X-rays revealed deformities of several ribs and some abnormalities of the upper thoracic vertebre. Straps tended to slip off the shoulder, but there were no other symptoms.
Operation
The operation employed was that of Woodward (1961) . It differs from the scapulopexy of Green (1957) in that mobilization takes place at the origins of the trapezius and rhomboids rather than at their insertions, and from that of Schrock (1926), who described a subperiosteal mobilization after excising the supraspinous part of the bone.
The patient is placed prone on the operating table and an incision carried from C4 to T9. The trapezius is detached from its vertebral origins _.;...:. I :. the underlying rhomboids. Those fibres of trapezius which arise from above C4 are divided. Woodward describes a well-defined sheet of deep fascia between the upper portions of these muscles and the underlying sacrospinalis and serratus posterior superior. This sheet, together with the superficial muscles, can be retracted laterally, to expose the omovertebral bone, contracted levator scapulae, or other tight fascial bands, which are then divided. Our operation notes, however, indicate that this clear-cut anatomy is not often seen, and that an undefinable conglomeration of muscle is more frequently exposed at this point. The transverse cervical artery should be seen and protected in this region, as should the nerves to serratus anterior and the rhomboids.
If there is an anterior beak it should be removed extra-periosteally. Woodward does not emphasize the possibility that there may be tight structures on the anterior, subscapular, surface which restrict mobilization, but these were troublesome in one of our cases. The scapula can, after division of all these structures, be drawn down and the aponeurotic origins of the rhomboids and trapezius be reattached lower down. It is important to align the spines of the scapulk at the same level rather than the inferior angles because the scapule are small and overcorrection endangers the brachial plexus. Resuture is carried out from above downwards.
A firm dressing and a sling is all that is required post-operatively. One of the advantages of the method is that no strong or elaborate fixation technique, either to ribs or in a plaster spica, is necessary.
The post-operative appearance is shown in Fig  2. In this case full abduction was restored.
Congenital Pseudarthrosis of Clavicle

M C T Morrison FRCS (for G C Lloyd Roberts FRCS)
J M, girl, aged 23 months Attended because the mother had noticed a lump in the region of the right clavicle. This did not appear to worry the child; the mother had noticed it for only one month. Pregnancy and delivery had been normal.
On examination a lump was present in the region of the right clavicle and the two parts of the clavicle did not move in unison. X-ray showed the right clavicle to be in two parts (Fig 1) .
At operation the two ends ofthe clavicle were found to be covered by fibrous tissue. This tissue was *f{: . .~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~....:'e: . Recovery was uneventful, except for the fact that the wire disappeared and a further operation had to be performed for its removal. She was discharged two months later with sound clinical union.
Discussion
The question arises as to whether this is a case of non-union of a fracture or a congenital pseudarthrosis. The case history is similar to those described by Alldred (1963) and he produces evidence that these are true congenital pseudarthroses. It is an interesting but unexplained fact that all the cases occur in the right clavicle. 
